Background: Manual tracing of the right and left liver lobes from computed tomography (CT) images for graft volumetry in preoperative surgery planning of living donor liver transplantation (LDLT) is common at most medical centers. This study aims to develop a highly automatic system with advanced image processing algorithms and user-friendly interfaces for liver graft volumetry and evaluate its accuracy and efficiency through comparison to the manual tracing method. Methods: The proposed system provides a sequential procedure consisting of (1) liver segmentation, (2) blood vessel segmentation, and (3) virtual liver resection for liver graft volumetry.
This study was performed to review the outcomes of HAT after living donor liver transplantation (LDLT), and to clarify the feasibility of different strategies. Methods: From May 1996 to August 2017, LDLT using the right lobe was performed in 827 adult patients in our center. Diagnosis of HAT was performed using Doppler sonography and computed tomography (CT) angiography.
HAT was initially treated with surgical or endovascular according to the graft condition. Results: Among the 827 cases of LDLT, HAT occurred in 16 (1.9%) cases within 1 month after transplantation. Seven of these HAT cases occurred within the first week (early HAT), while the remaining nine cases occurred between the first week and 1 month (late HAT). The incidence of graft failure was high in early HAT (42.9%), and the frequency of biliary complications was high in late HAT (77.8%). The success rate of HA recanalization was 62.5%: 100% (5/5) after reoperation and 45.5% (5/11) after endovascular procedure. Of the five patients in whom treatment failed in late HAT, four underwent neovascularization during observation. Mortality occurred in three patients, including one in the surgical group and two in the endovascular group. Conclusions: Early diagnosis and aggressive treatment of HAT are necessary to avoid graft failure, and the choice of treatment depends on various factors. Although further studies are required, early HAT requires preparation for graft failure, while late HAT requires treatment for biliary complications. Optimal bile duct division line should prevent multiple orifices on the graft and biliary stricture of donors. MRCP is used most commonly to assess donor bile ducts preoperatively. We have identified caudate branches arising from hilar bifurcation in MRCP. This study evaluated the feasibility of caudate branches shown in MRCP as anatomic landmark during bile duct division by confirming the location using probing method or operative cholangiogram. Methods: From February 2016 to December 2017, 57 patients undergoing donor right hepatectomy were evaluated. Prospective data collection for location of caudate branches on MRCP and identification of corresponding caudate branches during operation was performed. Caudate branch locations were divided into 3 types as shown in figure 1 . Probing method or operative cholangiogram was used to confirm the anatomic relation of the caudate branches. Clinical characteristics and postoperative outcomes were evaluated. Results: Preoperative evaluation of MRCP showed that 46 patients (81%) were possible candidates for single bile duct opening in the graft. Median distance from hilar bifurcation to right 2nd order division on MRCP was 8.5 mm. Operative outcomes showed 42 patients with single graft bile duct, 14 patients with two graft bile ducts and 1 patient with trifurcated graft bile ducts. Caudate branches were identified in 51 patients (89%). Probing method was found to be difficult in 12 patients (21%). There were no postoprerative biliary complications. HPB 2018, 20 (S2), S784eS826
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